periosteum, the mastoid bone was exposed and showed a livid discoloration. After chiseling open the very thin cortex, the entire mastoid cavity proved to be destroyed and filled out with necrotic granulation tissue and pus. There was a perisinus abscess which had destroyed the bony wall of the sigmoid sinus to the extent of two centimeters. The sinus wall, both as to color and touch, appeared normal; pulsation was clearly noticeable. The antrum was found to be necrotic, but no probe could be introduced into the aditus. The middle ear had apparently been separated from the mastoid process by proliferation around the antrum. The antrum was curetted and a communication established with the middle ear. The upper part of the wound was closed by skin and periosteal sutures, the wound cavity filled with gauze strips. The pus from the mastoid wound contained streptococci.
The following day the temperature rose to above 105°and dropped within a few hours to 102°. During the next few days one or more such fluctuations occurred during twenty-four hours. On the third day after the operation the rise of the temperature to 105.6°was preceded by a chill and followed by exhaustive sweating. A blood culture was taken and no streptococcemia was found. The pulse rate varied b~tween seventy-four and one hundred and twenty-eight, but was mostly around one hundred. There were severe pains on the affected side of the head; mostly referred to the mastoid region. The diagnosis of thrombosis of the sigmoid sinus was made, and immediate removal of the thrombus advised. Dr. S. Oppenheimer, in consultation, agreed with the diagnosis, and also advised immediate operation.
The operation was performed on March 10, 1917. After thorough sterilization of the head and neck, the mastoid wound was reopened.
The sigmoid sinus was exposed to the extent of three centimeters. The sinus was found to be inflamed, of dark grayish color, and its wall very much thickened. No pulsation could be felt. A piece of gauze was pressed by the assistant against each end of the exposed sinus, while its wall was slit open by means of a curved and pointed bistoury. No bleeding took place from either portion of the sinus. The sinus was filled out by a rather soft clot of dark grayish color.
In order to avoid the dislodging of particles of the clot into the general circulation, I decided to ligate the jugular vein prior to curetting the sinus. The mastoid wound was temporarily closed with iodoform gauze. The incision in the neck was begun at a point of the anterior margin of the sternocleidomastoid muscle, horizontally posterior to the angle of the jaw, and continued downward parallel to the margin of the muscle for two inches. The jugular vein was exposed in the regular way, after opening the common sheath of the vessels. The vein was found to be a solid mass of the diameter of a small finger, of dark grayish color. As the thrombosed portion seemed to extend further down, the vein was exposed to the clavicle and found to be thrombosed to that distance. The internal jugular vein was then separated from the pneumogastric nerve and the carotid artery by means of a dull dissector, and a double catgut ligature was passed above the entrance of the facial vein and another, one at the lower end of the thrombosed portion of the vein between the two sets of ligatures excised. A number of cervical glands, enlarged, inflamed and apparently infected, were also removed. I pass around the specimen of the excised portion of the thrombosed vein.
The gauze from the mastoid wound was then removed and the incision prolonged to meet the one on the neck. The sinus was then curetted in the direction of the bulb. Masses of decaying clot tissues were thus removed, but no bleeding occurred. More and more bone tissue had to be removed in the direction of the jugular fossa, and still no bleeding occurred upon removing the clot by means of the curette. I then proceeded, according to the method of Grunert, with dull dissection into the depth, till the external bony margin of the jugular foramen was reached. The bony bridge between the latter and the previously exposed lowermost end of the sigmoid sinus was then carefUlly chiseled away. The bulb of the vein became thus accessible to the knife, and the incision from the lower end of the sigmoid sinus was thus prolonged over the bulb into the internal jugular vein,. After the removal of all thrombosed masses the formerly closed vascular system consisted of a groove open to the outside with its inner wall consisting of the slit open wall of the sigmoid "sinus, bulb and internal jugular vein. In order to expose the torcular end of the sigmoid sinus, an incision was made vertically to the semilunar over the mastoid, and the tissues retracted. The bone had to be removed for one more inch backward before the curetting of the sinus resulted in free bleeding from its torcular end. The entire wound was then flushed with normal saline solution,' the edges of the sinus wall pressed inward by gauze strips, the mastoid cavity filled with gauze packing and closed at its upper portion. A cigarette drain was inserted into the jugular wound· in its entire length and the incision closed, the drain protruding near the clavicular and the mastoid end of the incision. The temperature after the operation remained septic for over a week; the temperature, however, would daily rise less high and gradually drop lower.
On the fifth day after the operation a metastatic abscess, in the region of the buttocks, on the left side, was noticeable. The next day a few ounces of pus were evacuated, the cavity was curetted and packed with iodoform gauze. Two days afterwards another metastatic abscess was detected at the occipital region of· the scalp, and treated in a similar way. Two days later a swelling around the thyroid portion of the larynx was noticed, which soon started to fluctuate. Upon incision two ounces of pus were evacuated. The patient had suffered from choking sensations, lack of air, and pains in swallowing, which were relieved by the evacuation of the pus. While the other two metastatic abscesses healed within a short time, the .metastatic abscess around the larynx suppurated for fouf more weeks. Due to the excision of the internal jugular vein, the left side of the neck and face was swollen for a short time. The mastoid and jugular wound were frequently dressed. The patient made an uneventful recovery, and the external wounds closed entirely within two months after the operation. Subsequent bacteriologic examinations of the blood, during the formation of the metastatic abscesses, at no time revealed streptococcemia. . The case offers the following interesting features: Perisinus abscess with apparently normal sinus wall at the primary mastoid operaion. Septic fever curve, characteristic of sinus thrombosis, with negative blood cultures, although the pus forom the mastoid shows pure streptococci. Thrombosis of entire internal jugular vein and inflammatory hypertrophy of the cervical lymph glands, without any changes around the neck pointing to this condition.
The thrombosis of the jugular vein was practically only detected while its ligation, prior to the curetting of the thrombosed sinus, was undertaken. The question whether or not the jugular vein shall be ligated before curetting a thrombosed sinus has not been settled as yet. The findings of this case are, however, very suggestive of the exposure and inspection of the jugular vein, even in those cases where the appearance of the thrombus within the sigmoid sinus does not imperatively demand the ligation of the vein.
